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The writer's position in the present thesis is the one maintained by Kiittner, Beckhaler, Onodi and others, namely, that although phlegmon and erysipelas may be etiologically identical, and, as they affect the larynx, nearly always secondary to pharyngeal involvement, practical points of difference in pathology, prognosis and treatment give ample reason for separating them and considering primary laryngeal phelgmon as a clinical entity. Up to the comparatively recent past, the noninflammatory edema of the larynx which occurs in nephritis, cardiac affections, etc., has been grouped with erysipelas and phlegmon; now we not only distinguish a difference between those edemas and the edema of infectious, inflammatory nature, but we distinguish between non-inflammatory edema, as it occurs in cardiovascular diseases, and edema of angioneurotic nature, under which head may be placed those edemas which occur after the administration of kalium iodid.
The history of the development oi our knowledge of these conditions may be divided into two periods: the prelaryngoscopic period, and the period since the discovery of that valuable instrument. Since Hippocrates, it has been regarded as "a good indication when erysipelas spread from within outward, and a bad sign when it spread from without inward." This retropulsion was studied more fully by later day writers, especially by Fabrizio D' Aquapendente, who presaged the theory of metastasis, but no especial mention is made of erysipelas of the pharynx or larynx until the eigtheenth century. Dareac observed and gave a fairly clear description of a fatal case of erysipelas of the pharynx which occurred during an epidemic of erysipelas in 1757. After an interval of more than a half century, Bayle, Bouillaud, Cruveilhier, Sestier, Radcliffe, Ryland. Porter, Mackenzie and others published observations which gradually established the separation of inflammatory edemas of the larynx and pharynx. In 1885, Massei published his reports of fourteen cases of primary erysipelas of the larynx, and three years later (1888) Senator published his contribution on "Acute Infectious Phlegmon of the Pharynx." Both of these observers were anticipated by other authors; for example. Massei by Cuire in 1864, and Porter in 1874, who observed a case of fatal primary erysipelas ot the larynx at the London Hospital; Senator by Cruveilhier and Bergen; nevertheless, both papers mark milestones in the advancement of our knowledge of the subject. The controversy as to the phlegmonous process being identical with erysipelas of mucous membranes began with the discussion following Senator's paper. and has lasted to the present time.
EtiolOgy.-In so far as both erysipelas and phlegmon are caused by streptococcus, they are identical (B. Fraenkel). Lately, however. there is a strong tendency on. the part of bacteriologists to believe that there are different kinds of streptococci which are morphologically alike. It would seem as though this must be so when we consider the vast difference in the effects the various streptococci produce on the organism: 111 one case producing a localized abscess; in another a plastic inflammation of the submucous tissue with comparatively slight systemic manifestations, ending without the formation of pus in recovery; in another, infiltration, necrosis and suppuration accompanied by grave systemic symptoms, sweeping on irresistibly to death. Or does the dif-ference in virulence depend upon the condition of the individual's cellular elements, or in the serum as manifested in the opsonic index? Future research must determine these matters. In all pi .ibability these micro-organisms are normally present in the Luccopharyngeal cavity. The portal of most frequent entrance in primary laryngeal phlegmon is the region of and about the epiglottis. Massei's experience leads him to regard the lingual tonsil as the most frequent point of entrance in laryngeal erysipelas. Not only is the epiglottis the point most exposed in the respiratory current, but on account of its prominence and position it is peculiarly subject to chemic, thermal and mechanical insults, incident to deglutition.
No age is exempt, an infant eleven months old dad a woman of eighty years appearing in the reports of cases. As to sex, there is some doubt. Gerber collected thirty-three cases, presumably of acute laryngeal phlegmon (though he does not specify), in which twenty-three males and ten females were affected. Occupation bears a marked relationship to its etiology; those who come in contact with septic processes, such as nurses and patients confined to septic wards, are especially liable to acute infectious processes in the pharynx and larynx (Porter) . ' Pathology.-In the swelling caused by erysipelas o· the larynx, cellular infiltration occurs to such a slight degree as to be relatively unimportant.
In phlegmon, infiltration plays a most important role. In erysipelas, the cellular elements of the tissues remain intact. In phlegmon, from the very beginning of the process, necrosis is marked (Virchow). It is possible for the former process to pass into the latter and to have mixed forms (Bryson Delevan, Baruch, Henning and others). But this does not militate against the necessity of keeping the two separated because of practical clinical utility. Further, the edematous swelling of erysipelas may be readily resorbed and leave no lasting effect on the tissues. Tissues that are the seat of phlegmon, on the other hand. especially as it affects the larynx, are rarely restored to their integrity, but are replaced by scar tissue.
It is in the course of the two forms that dissimilarity is most marked. In erysipelas, the greatest danger is asphyxia. The systemic factors are relatively negligible, and if by intubation or tracheotomy the respiratory function can be main-tained, a reasonable hope of recovery may be entertained. In phlegmon, the systemic factors are by far the most dreadful, and in the majority of cases death from heart failure anrl pulmonary edema (sepsis) occurs before critical dyspnea appears. The former remains a local disease, which affects the organism as a whole principally through the absorption of the toxins from the original nidus. In the latter, septicopyemic infection of trachea, bronchi. lungs, pleura, pericardium, spleen, kidneys, etc., is found on section to be the rule.
Their initiatory symptoms are similar. Both begin suddenly, frequently inaugurated by a chill, and followed by a high fever. According to Gerhardt and Zeigler, a prodromal fever is characteristic for erysipelas, which occurs twelve hours before the subjective sensation and twenty-four hours before the objective appearances. Dysphagia, which early becomes lancinating. appears, so that the patient expectorates the buccal secretions rather than swallow them. The voice mayor may not be quite hoarse or only clouded. Early dyspnea supervenes in erysipelas. often within a few hours. Not so in phlegmon, which may proceed to a fatal issue without imminent danger of suffocation occurring. On the other hand, the sensorium is more liable to be affected, somnolence, delirium. In both, pain is caused by pressing on or moving the larynx. The cervical lymph nodes are early involved, and swelling of the neck is more liable to be an early symptom in phlegmon. Inspection of the pharynx in primary laryngeal phegmon gives no clue to the situation of the disease. The mirror usually shows in erysipelas an epiglottis red, erect and glistening (Barnes), which may obscure the view of the rest of the larynx. This same character of swelling extends to the aryepiglottic folds and false cords. but the interior of the larynx can rarely be seen. In phlegmon, the laryngoscopic picture is quite different. In the early stages it frequently presents the same appearance as early tuberculosis (Sokalowski ), and later may present the appearance of a ruptured dermoid cyst. Here we have infiltration and the swelling is not so great. In erysipelas, the swelling -is much more marked in comparison to the duration of the disease, and is edematous. In erysipelas, the color of the swelling is more of a livid bluish tone; that of phlegmon a waxy, pinkish gray. The surface in erysipelas is smooth, glassy or glistening; in phleg-mon dull, lustreless and minutely roughened and flecked with mucopurulent discharge. The wandering character of erysipelas may produce fatal results by a downward course. invading the trachea, bronchi, pleura (Fulzer) , or upward to the meninges, to the cranial cavity, causing fatal meningitis (Von Stein). Phlegmon does not SO extend, but produces death in an entirely different manner (Von Feinsten).
The prognosis in phlegmon is extremely grave. It is difficult to accept Kuttner's optimistic belief that many cases recover which are not reported because the observers doubt their diagnosis. Certain it is that the great majority of phlegmons of larynx or pharynx end in death; the few that have recovered have done so after protracted suffering and grave intoxication.
The writer takes this opportunity of putting on record a typical case of primary laryngeal phlegmon, which he obs.erved at Michael Reese Hospital in 1904.
Early in the morning of February 13th, I was called by Dr. Greensfelder to see Miss L., surgical nurse in charge of zhe operating room at Michael Reese Hospital. She had complained on the previous morning of a slight soreness in the throat on swallowing. The pharynx had been examined and, finding nothing visibly wrong, a simple gargle had been ordered, and the matter dismissed as unimportant. I wish to make this phase of the disease marked in order to impress the insidiousness with which this fatal disease may begin. About sixteen hours after her first complaint. I found a well-nourished woman. past forty. propped up by pillows in bed to a sernirecumbent position. The expression of her face was not anxious but quite calm, except when she swallowed. when a grimace of pain spread over it. She expectorated the superabundant saliva rather than suffer the dysphagia. The voice was slightly clouded but not hoarse. The sensorium was not normal. The change in this regard might have escaped the observation of one not so well acquainted with the practical, matter-of-fact woman as ourselves. There was a certain nonchalance, a forced smiling. a casting of the eyes downward at the bedclothes, which she folded and picked. The temperature was 104, pulse 114, respiration 32. She complained of headache, pain in the throat, especially marked on the right side and made lancinating by deglutition. Examination of the pharynx disclosed nothing but a chronic bilateral pharyngitis. She opened her mouth readily and freely.
Laryngoscopy.-The base of the tongue (lingual tonsils) was quite normal. On the right side of the epiglottis, beginning at the tip and extending along the edge to the aryepiglottic fold, was an infiltration of a dirty pinkish-gray color. The right false vocal band was very slightly swollen, but not markedly hyperemic. The mucosa of the entire larynx gave one the impression of grayish lividity, of being lustreless and minutely roughened; little flakes and streaks of muco-pus lay here and there. The vocal bands were silghtly hyperemic but not swollen. In fact, there was but little swelling anywhere ; that on the epiglottis was very slightly elevated and disappeared imperceptibly into the surrounding tissue.
Later in the day the temperature dropped two degrees. Delirium and dysphagia increased. The infiltrations spread to the left side of the epiglottis, down the aryepiglottic fold to the vestibulum during the next twenty-four hours; then via the pharyngoepiglottic fold to the sinus pyriformis on either side. The view of the vocal cords was entirely cut off on the 17th of February, but symptoms of obstruction did not become marked until a few hours before death, which occurred at 11 :05 A. M. on February 17th, so obviously from general sepsis and heart failure (pulmonary edema) that tracheotomy was deemed superfluous at a consultation of the attending surgeons of the hospital.
On February 16th the gland over the cricothyroid ligament became swollen. This corresponds with the extension of the process below the vocal cords, and tends to corroborate Poirier's (Bull. Soc. Anat., 1887) researches on the region drained by these nodes.
The temperature ranged from 103 to 104, but with slight intermissions, when it fell once to 101. The pulse ranged from 100 to 140.
The delirium gradually passed into lethargy and this into complete unconsciousness long before the dyspnea became apparent. The urine was loaded with urates, but that passed during the first two days contained no sugar or albumin. Leucocyte count 24,000 on the second day. Cultures taken from the interior of the larynx at various times gave streptococcus in almost pure culture, whose morphologic and cultural char-acteristics correspond with those of streptococcus pyogenes aureus.
An autopsy was not permitted. Treatment.-Those who come in contact with the sick, and especially those who are much about pus cases, should habitually use a prophylactic mouth wash and gargle. This applies peculiarly to nurses and internes, whose devotion to duty is too often accompanied by insufficient out-door exercise and fresh air, and renders them especially liable to throat infections. Glycerine q. s. oz. iv A half teaspoonful of this to a half glass of hot water is used as a gargle and mouth wash whenever necessary.
The treatment of either erysipelas or phlegmon by injection of antistreptococcus serum has been followed by results that, to say the least, are disappointing. Our case of laryngeal phlegmon received two injections, one twenty-four hours from beginning of the disease, and one twenty-four hours later, without in the slightest degree changing the local or general conditions one way or ·the other.
Our treatment must therefore be symptomatic; thus we have three principal indications: First, to combat the dyspnea; second, to keep up strength and combat heart failure; third, to assuage the dysphagia. In erysipelas the first indication is most imperative; in phlegmon the second. Therefore, in erysipelas we may be compelled to resort to tracheotomy or intubation very early in the course of the disease. It should never be put off, but when the laryngoscope discloses a dangerous swelling, operative efforts to maintain respiration should be decisively made. In the majority of cases of phlegmon death occurred before dangerous dyspnea developed. Blebs of the mucous membrane should be opened if they are situated in a position to interfere with respiration; otherwise, they are unimportant and may be let alone. Whenever pus is demonstrated, efforts should be made to liberate it at the earliest possible moment. Hot and cold applications to the neck have been recommended. Massei is especially enthusiastic in the employment of cold. According to Paralowsjy's experiments, the employment of such cold applications tends to delay or arrest the multiplication and development of streptococci. It may be used externally in an ice bag, and. small ice pills may be dissolved in the mouth. Bryson Delevan employed a spray of zincchlorid and an alkaline solution of quinin, together with steam inhalations of antiseptics. Massei employs swabbing the throat with 1-2000 corrosive sublimate solution.
In our case adrenalin solution with and without cocain was employed with very slight effect on the distressing local sensations. The strength was kept up by rectal alimentation, the us·e of coffee and brandy and continuous rectal normal salt injections, and the hypodermic use of cardiac stimulants. Oxygen was employed toward the end when the first symptoms of dyspnea developed.
But in spite of all the patient died five days from the time she first complained of pain in the throat.
